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EXECUTIVE SUMMARY

1 BACKGROUND AND PURPOSE

Asthelead Federa agency responsiblefor funding the ddivery of ambulatory hedth servicesto Americas
most vulnerable populations, the Health Resources and Services Adminidration (HRSA) hastraditionaly
provided grart dollars directly to loca entities or, through block and formula grants, to States and cities.
Congress and the administration have anticipated that funding for providing hedlth services to vulnerable
populations would come from both the appropriations/ grant process and third-party insurance coverage
programs, e.g., Medicaid, the Child Hedlth Insurance Program (CHIP), Medicare, and some commercial

insurance. The Federa policy position has been that third-party coverage should pay for the cost of hedlth
carefor insurance program beneficiaries, thereby alowing Federd grant dollarsto befocused on the hedlth
care of the uninsured and underinsured.

In the summer of 1999, HRSA contracted with Birch & Davis Associates, Inc., (B&D) to conduct a
third-party reimbursement maximization technical assstance needs assessment of HRSA grantees. This
cdled for determining whether grantee entitieswerein fact being reimbursed by insurance programs, if they
were not, ascertaining the reasons why not; and developing drategies induding training and technical
assistlance that would enhance the ability of HRSA grantees to maximize third- party revenues.

HRSA aso formed a project steering committee composed of representatives of dl of its grant programs:

Community and Migrant Hedlth Centers (C/MHCs)
Rurd Hedth (ORH)

Hedlth Care for the Homeless (HCH)

AIDS-HIV Ryan White Title I

Maternal and Child Health subgrantees (MCH)
Hedthy Start (HS)
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The Steering Committee sdected three States in which to carry out the project:

$ Michigan
$ Pennsylvania
$ Texas

Within each of these States, the Steering Committee designated nine grantees representing a cross-section
of HRSA grant programs to be included in the project. These 27 entities with HRSA grants were eight
community-based organizations, nine loca public hedth departments, four loca public hospitds, five
teaching hospitas, and a Statewide hedth care network.

2. APPROACH



The B& D Project Director assembled agroup of consultantswith extens ve experience and expertiseinthe
ddivery of ambulatory care to vulnerable populations, HRSA grant programs, financid management,
Medicaid and other third-party reimbursement, and managed care.  The members of this project group
wereto take partin Steviststo the 27 HRSA grantees, asss in providing initid on Stetechnica assstance,
document the Ste vidits, and participate in andyzing the project:s overdl findings and recommendations.

The project, as proposed to HRSA and executed in this effort, delineated initidly aset of seven factorsto
be used in examining third-party rembursement within the operational contexts of the 27 grantee
organizations.

Third-party (Medicaid/Medicare) provider Satus of the grantee
Eligibility of the granteers patient base for third-party program coverage
Medicaid/Medicare coverage of services provided by the grantee

Rate of payment from third parties compared with costs to the grantee
Adequacy of the grantee billing system to maximize reimbursement
Impact of mandatory managed care on grantee revenue

Overarching issues
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Theinitid gx factorsformed the basisfor the development of auniform data- gathering protocol to be used
in making gte vigts to the grantees. Ultimatdly, a seventh factor, Aoverarching issues,i was added as a
factor andys s because theidentification of barriersfrom thefield experienceincluded overarching problems
that did not fal rationdly and uniquely within any of the origind 9x factors.

Between November of 1999 and March of 2000, visits were made to the 27 designated grantee
organizations by project teamsof twoto four individuas. Intheinterest of consistency and continuity, either
the Project Director or the Deputy Director served as team leader for dl of the Ste vigts.

Over the course of the two- to three-day vigts, the teams followed the origind seven-point protocol in
reviewing relevant documents and records, observing processes, and conducting opent endedindividud and
smdl-group interviews on programmatic and financid matters pertaining to third- party reimbursement. In
order to gain acomprehensive understanding of how HRSA grant program activitiesand funding fit into and
were affected by the overdl structure and operations of the grantee organizations, discussions were held
with the organizations: adminigrative and fisca personnd (to theextent of availability duringthestevist), as
well as with the program geff directly involved in the management and performance of grant-funded
activities. Inaddition, under the HRSA contractua expectationsand at the request of site personnel and to
the degree that time permitted, the project teams provided technica assistance generdly on Strategies that
the grantee organizations might adopt to enhance third- party reimbursement.

Following each Sitevist, the team members concerned prepared areport that included preliminary findings
and organization and program:-pecific recommendations on Strategies for enhancing third-party revenue.
Copies of these Site visit reports were thendigtributed to the 27 grantee entities and to the HRSA Steering
Committee for review and commen.



Oncedl of the 27 designated organizations had been visited and the Site visit reports had been completed
and distributed, the project group conducted the seven-point andyssof theoverdl findingson third- party
reimbursement. The findings/barriers were classfied by type of grantee, by 18 clusters of problem types
(designed to further focus on the problems) under each of these seven factors (see delineation below), and
by whether the problem wasin the contral of the grantee (in contral), out of grantee control (out of control)
or ultimately out of grantee control but under itsinfluence (both). Additiondly, to the extent that datawere
available, each of the problem areas was quantified according to the level of third-party rembursement
revenue that might be redized if the problems/barriers were resolved.

Thisreimbursement analysiswas then presented to the HRSA Steering Committee at its monthly meeting of
July 2000. Theinterpretation of findings chapter of the report is presented in the context of the seven-factor
andyds and includes ddinestion of the findings by grantee type and by whether the finding isin or out of
grantee contral or both.

It is important to note that in the conceptudization and early execution of this project, some HRSA
programs and consgtituencies were inadventerly omitted: school-based clinics, freestanding migrant hedth
centers, and Asan and Pacific Idanders. They should be included in further efforts of this nature, and
resulting recommendations should be tailored to meet their unique needs.

3. SEVEN-FACTOR ANALYSSWITH PROBLEM AREAS

Exhibit ES-1 identifies the seven factors used to conduct the analysis and the specific problem areas that
related to each of the factors.

4, RESULTS

Resultsare summarized here by the seven factorsinthe andys's, with the detailed analyssfound in Chapter
Il and the summary of the findings, dong with the teanrs consderations, in Chapter I11. No single factor or
problem acted exclusively as a reimbursement problem/barrier; multiple problems drove the barriers to
grantee third- party reimbursement. Chapter |V addresses the conclusions and recommendations.

Exhibit ES-2 presents the results of the andys's and the frequency of dte vist findings by problem area.
41  Provider Status

The third-party provider status of the grantee was a sgnificant factor driving third-party reimbursement
potentid. Some third-party provider designations, such asrura hedth center (RHC), Federdly Qudified
Hedlth Center (FQHC), hospital outpatient department (OPD), etc., present greater Medicare/Medicaid
rembursement opportunities than others, such as physcian fee-for-sarvice hilling.  Bariers to
rembursement in this area include State licensing redrictions, grantee falure to recognize third-party
provider designation opportunities, especidly FQHC gatus, and insufficient grantee data and accounting
systemsto fully participate in these opportunities. Some of these barrierswere internd to the grantee and
resolvable with training and technica assistance efforts; other barriers were a problem of State and/or
Federd policy darification or incongruence that would require State-based strategies or policymaker



reconsderation. Provider status problems were found at 12 of the 27 Stes.
4.2 Eligibility

Hligility for third-party coverage was a factor identified at most of the Stes. Problem areas such as
inadequate assistancein enrollment by the grantee, patient digibility barriers, and granteelack of recognition
of digibility windows surfaced under thisfactor analyss. Inadequate assistance in enrollment included the
lack of State implementation of Medicad outstationed digibility workers (a 10-year-old Federa
requirement that most States have not implemented), lack of digibility procedurd coordination at the State
andlocd leves, and minimum understanding of thedud digibility (Medicare/Medicad), QMB, and SLMB
programs and digibility procedures.

Petient digibility barriers included the 24-month Medicare waiting period for Socia Security Disability
Income beneficiaries, the digibility limitations for undocumented residents, and the cumbersome State
igibility procedures and requirementsthat act asabarrier for dl applicants, especialy specid populations,
such as homeess, immigrants, and non- English speeking. Underutilization of digibility windows occurred
when the grantee did not bill for services provided during the period after digibility determination and
before managed care enrollment, when the State provided for such an opportunity. Eligibility-related
problems were found at 19 of the 27 Sites studied.

4.3 Covered Services

Four digtinct problem areas emarated from the covered services factor andyss lack of grantee staff

certification, deficient waiver and case management coverage, services not reimbursed by the third- party
payors, and nonreimbursable staff. Lack of grantee aff certification emerged largely in the area of case
management staff certification, required in two of the three States sudied. Deficient waiver and case
management coverage included services that States did not include in their Medicaid plans, such as case
management for certain target groups (e.g., HIV/AIDS patients), waiver services to high-risk pregnant
women and children, and required screening and case management services to children with an elevated
blood lead level. Services not reimbursed by third-party payors include services for tuberculosis (TB)

services, wherethe patientisMedicaid digible smply by virtue of having TB, and someimmunizations, due
to confusion over and disincentivesto billing for these services. In the nonreimbursable saff problem ares,
required Medicare/M edicaid Aincident tof compliancewas not operationd and grantee saffing petterns(e,g.
family practice MDs and nurse practitioners) were not aways recognized by managed care organizations
(MCOs)/payors. Problems in covered services were found a 22 of the 27 gtes, largely in the case
management covered services area.

4.4 Rates and Costs

Andyzing the difference between the grantees cost of providing services and the third party:s rate of
reimbursement for such services reveded three problem areas, which together represent one of the most
frequent (21 of the 27 sitesstudied) and given thelimitations of available data, the Sngle most costly eement
(over hdf of thetotd logt dollarsidentified in thiseffort). Thesethreeproblem areasare deficient rates, i.e.,
ratesof reimbursement do not reflect the cost of care; inadequate cost and charge setting, i.e., costsare not



inlinewith charges, and deficient FQHC/RHC wraparound payments, i.e., full reasonable- cost payment
protections in mandatory Medicaid managed care are not guaranteed by Federd statute over time. Rates
and costs factor problems were found at 21 of the 27 Sites.

45  Billing Systems

Billing systems was one of the mogt pervasive factors, with its three problem areas, encountered during
these Stevidts (23 of the 27 steshad problemsin thisareg). Whilethe dollar impact of revenuelost may be
low, estimates were difficult for the same reason that the problems arose (i.e., inadequate recordkeeping).
The team determined that thisisone of the most easily correctabl e difficultieswith the appropriate type and
intengity of training and technicd assistance. Thethree problem areasidentified wereinadequate billing, lack
of billing at al, and inadequate accounting and record keeping. These problemslargely stem from grantees
or their locd leadership not seeing the vadue of billing and/or insufficient sysemsto generate and document
billings and collect third- party rembursement. Billing systems factor problems were found at 23 of the 27
Stesvidted.

46  Managed Carelmpact

The mgor problem identified in this managed care impact andysswas that therewas aclear deficiency in
managed care contracting between the State and the MCOs and between the MCOs and the grantees.
MCQOs, often backed by the State, established difficult credentiding requirements, never engaged in serious
contract negotiationswith the grantee and, in general, were not interested in contracting with grantees at dl.
Confusng State definitions of covered/in-plan services and insufficiently established capitation rates further
complicatesthe problem and providesfor disincentivesfor MCOsto contract with grantees. Managed care
impact factor problems were found at 18 of the 27 Sites studied. Dollar estimates were low given the
difficulty in securing data and that not al grantees studied are presently in mandatory Medicaid managed
care environments.

4.7  Overarching Issues

The seventh factor, overarching issues, was added after the study began in order to capture those
problems/barriersthat did not fit uniquely under the original six factors. Thethree problem areas emerging
from this factor andyss were: unfavorable policies, regulations, and legidation; Medicad State matching
issues; and Disproportionate Share Hospital (DSH) payments.
Unfavorabl

e palicies, regulaions, and legidation encompasses a variety of State and Federd policies that have an
inadvertent negative impact on grantee third-party reimbursement, such as homeless, migrant, and
HIV/AIDS patient eigibility and covered services barriers, the higher cost of care for specid populations
not being reflected in third-party payor rate setting, third-party payment limitations on the grantee/provider
location of the service (eg., FQHC physcians following their patients when hospitalized and hospitas
Setting up outreach outpatient Sitesasincreased patient access points), insufficient third- party late payment
policies or compliance, insufficient third- party late payment policy or compliance, insufficient presumptive
digibility implementation and newborn digibility determination, and confusion over the palicy regarding Afirg
or last dollar@ payment by Medicaid or grant dollars.



Medicaid State matching problemsinclude State M edi caid matching Strategieswhereby the State useslocdl
dollarsto match Federd Medicaid dollarsbut does not return its proportionate total Medicaid spending to
thelocd leve, resulting in adiminishment of servicesto patientslocaly. Satesappear not to befully taking
advantage of Medicaid Federd matching opportunitiesfor increased service ddivery, such asadminidrative
case management, 1915(c) waivers, andAovermatchingl block grants(e.g.,, MCH and Ryan White Titlell)
ingtead of using the Aovermatchil for Medicaid to leverage more service dollars,

DSH payments have become a problem for grantees designated asDSHs. This emanates from thetactics
used by Statesto generate Federal DSH payments and to distribute these payments to hospitaswithinthe
Sate and the consequent restrictions/cutbacks Congress has imposed in recent years on DSH payments.
Theresult isthat grantee programs housed within grantee organizationsthat are DSHs are suffering theloss
of resources for uninsured patients, who are represented in large numbers amnong the grantee programs.
Nine of the 27 grantees were identified as DSH hospitas.

Overarching issues-related problems were found at 20 of the 27 Sites.
5. CONCLUSIONS AND RECOMMENDATIONS
51  Condudons

A magjor conclusion of thisproject isthat to acons derable extent, HRSA grantee organizations absorb the
costs of providing hedth care services to poor people rather than being reimbursed by third-party
entitlement programs such as Medicare and Medicaid. In effect, hedlth care costsfor the covered patients
are being shifted from entitlement programsto HRSA grants. Moreover, dthough Federd policy initiatives
have attempted to clarify which government entities under which circumstances should pay Athefirg and last
dollar,i the project team found cons derable confusion within HRSA and among thethree States and the 27
grantee organizations included in this assessment in regard to first dollar/last dollar respongihility.

As an example, the project team found that thisAcog shiftingl phenomenon isfostered at the Federd level
by the gatutory languagethat patientswith Socia Security Disability Insurance (SSDI) satusmust undergo
a two-year waiting period to atain Medicare digibility (except for those with end-stage renal disease).
Thus, some other source is required to support the cost of their hedlth care in the interim.  In the case of
uninsured HIV/AIDS patients, for example, hedlth services are subsidized by Ryan Whitegrant dollarsfor a
two-year period rather than reimbursed by MedicareCeven though the patients have aready been

determined to be disabled by the Socid Security Administration and are receiving SSDI monthly income
ass stance checks.

At the State levd, the team noted that cost shifting occursin variousways. The State governmentstend to
view HRSA grantees such as FQHCs and RHCs as manifestations of Federa programs and requirements
for which States should not have to take primary responsibility for cost. The States are therefore resistant
to paying for care provided to their Medicaid patients by FQHCs and RHCs in accordance with
reasonabl e cost reimbursement. Further, the States: gpproach to Medicaid Disproportionate Share Hospita



payments is to maximize the Federd DSH drawdown without assuming concurrent respongbility for
ensuring that patient care is maximized with DSH dallars.

To counter this cost-shifting tendency, a DHHS daification and dissemination of a Alast dollarf) policy
would be needed. Such aFederd policy statement would be strengthened by HRSA:=s devel opment and
execution of a drategy for its grantees to enhance third-party rembursement. This would entail using
something like the Atotal budget concept that the Bureau of Primary Hedlth Care employs to determine
levels of grant funding to CMHCs. In this gpproach, grantees develop expense budgets and then project
the third-party revenue that will be applied to these expenses. The leve of BPHC grant funding is then
determined by reviewing the expense budgets (including the projected third-party revenue) and applying
BPHC funding criteria. The BPHC funding procedure underscoresthe notion of third- party reimbursement
as Afirg dollar in the CMHC grant program budgeting processin away that may well represent aviable
modd for HRSA grant programs as awhole.

Much confusion and many difficultieswere found to result from terminologica differencesinthe hedth care
arena. Public Hedth Service language is not necessarily congruent with Medicare/Medicaid third- party
reimbursement nomenclature. For example, are MCH Ahome vidting services) redly the same thing as
Medicaid Acase management services)? Definitiond differences between HRSA and HCFA concerning
covered services, especialy inregard to case management services, currently cause condderablethird-paty
reimbursement to be lost to HRSA grantees. Contracting issues between State Medicaid programs and
managed care plans have further complicated matters, because these two entities use the same termsto
express different concepts.  Hence, Medicaid might define case management as a facilitating or Adoor
openingl service, whereas a managed care organization might define case management as a utilization
control or aAdoor closingi function. States generate additional terminologica problemsby adopting local
marketing jargon, such as in Pennsylvaniars Hedthy Beginnings and Hedlthy Beginnings Plus programs,
which may change from time to time, from one adminigtration to another, or from one stage of Medicaid
managed care to another. This phenomenon causes considerable confusion for patients and community
providers, and in Pennsylvaniaand Texas it has even led to lawsuits seeking clarification of coverage.

The project team a so concluded that Sgnificant barriersto enhancing HRSA grantee third- party payment lie
in the variation and complexity of State Medicaid and CHIP programs. Relevant factors include:

$ Vaidions among States in policy and budgetary dynamics driven by differencesin State
executive and legidative parameters

$ Variation from State to State in matching Federd dollarsin Medicaid, which may reflect a
greater concern with State cost containment than with the provision of more hedlth careto
more persons

$ Differences in State Medicad/CHIP plans and stage of CHIP implementation, digibility
criteria and requirements, and covered services, payment provisons, and procedura
requirements



Differences in State Aamount, scope and durationi policy requirements alowed under
Federa statute and executed differently State by State

Differences in State managed care developments and stages of execution, which have
varying impacts on HRSA grantees

Therefore, HRSA grantee strategies and solutions need to effectively address State- specific hedth care
environments and dynamics.

The project team reached a number of conclusonsin regard to how the HRSA grantees are faring in a
rgpidly changing hedth finance environment:

$

FQHC/RHC wraparound paymentsto cost set forth in the Federd statute presently protect
FQHC/RHC payments, but the future is unclear; State-based implementation of Federa

protections has been contentious and has resulted in some grantees experiencing shortfals
in spite of Federa statutory protections.

DSH payments are being greatly reduced, diminishing DSH provider entities capacity to
provide careto uninsured patients. HRSA grant programs and granteesin the main do not
understand DSH payment policies or know how to navigate strategicdly to secure the
benefits of these payments for their patients.

For the mogt part, HRSA granteesCFQHCs and hospital s exceptedCdo not view third-

party reimbursement as a priority and do not indicate that they have a clear sense of

direction from HRSA on the value of securing third-party reimbursement for services. This
lack of asense of high priority and direction hasin some casesresulted inlittle or no billing,
accounting, and recordkeeping infrastructure.

A lack of understanding of managed care contracting represents the mgjor Medicaid
managed care difficulty for HRSA grantees. Some smply do not understand the
implications and parameters of amanaged care environment, and grantee impactsinclude
being unableto contract with managed care plansintheface of plan resistance and grantee
lack of leverage in contract negotiations.

Grantee billing systems vary widdly in degree of sophigtication and adequacy, yet third-
party payor systems have becomeincreasingly complicated and diversified, especidly with
Medicaid managed care developments. Granteesthus have difficulty in responding to third-
party payor requirements in an efficient and effective manner without making a mgor
investment in billing infrastiructure designed to ded with third-party reimbursement. In
addition, Medicaid Presumptive Eligibility opportunities are not being fully utilized by dl
grantees.

Third-party payors, in setting payment rates, do not commonly take into account the
gregter cogts entailed in providing care to the vulnerable populations served by HRSA



grantee organizationsin terms of either patient mix or service mix, nor do they utilize such
appropriate heath financing mechanisms as risk adjustment to accommodate patient and
service mix.

Findly, on the basis of their broad experience, the project team concluded that the circumstancesin which
the HRSA grantees find themselves and the barriers that they face are hardly redtricted to the three States
included in the assessment. Rather, the nature and extent of the problemsencountered may bereedily found
al around the country. Therefore, in dl 50 States, kill and flexibility will be essentid for developing
drategies and executing solutions that will achieve success in enhancing third-party reimbursement for dl
HRSA granteesCand thus make scarce grant dollars available to serve a greater number of vulnerable
uninsured and underinsured persons throughout the nation.

5.2 Recommendations

Recommendations for enhancing third-party reimbursement fdl into three mgor categories: training and
technica assstance, State-based Strategies, and policy considerations.  Specific recommendations are
presented for training grantees and othersin nationa-level conference sessonsandin State-level meetings,
both directly and through the use of videos. Technica assstanceis suggested for grantees, bothindividualy
andinamdl dusters. Recommendationsare given for developing and implementing State- based strategies
that reflect the uniqueness of each State's environment, the nature and extent of the problem being
addressed, whether the problem can beresolved at the Stateleve, the knowledge and sophitication of the
Statess grantees, theviability of collective action, and the infrastructure within the State to support the effort.
Therecommendationson policy consderationsare occasondly internal to HRSA, but more often, given the
nature of third-party reimbursement, require collaboration between HRSA and HCFA and may aso require
legidation. Detalled recommendations for each of these three areas are found in Chapter 1V of the report.

The following suggestions are offered as potentidly useful ways to operationalize these recommendations:

$ HRSA should congder developing anationd training center to house dl of the third-party
reimbursement training and TA activitiesthat it decidesto implement. Such a center could
gather and maintain the tdent and information necessary for conducting an important
endeavor of this magnitude.

$ HRSA should develop some in-house capacity regarding third-party reimbursement that
would have the responghility of third-party issueidentification and policy anayss, HCFA
liaison activity, support for Bureaus and grantees, research and development (e.g. risk-
adjusted payments) and providing priorities and direction for the training center.

$ Videosand video conferencing should be developed for training to the extent that it is cost-
effective and the technology is ble for the grantees.

$ Thedevelopment and implementation of thetraining, TA, and State- based Srategiesshould
be carried out collaboratively with the nationa and State associ ations representing HRSA
grantees (such asthe Nationa Association of Community Heath Centers, the Association



of Maternd and Child Hedth Programs, the Nationd Council for the Homeless, and the
many State primary care and rurd hedth associations), as wel as with State Hedlth
Departments and State Medicaid Agencies, as appropriate.

Given the nature of much of the training and TA to be conducted, consideration should
aways be given to providing assstance through State- based ddlivery models, especidly
since State Medicaid and State Childrerrs Hedlth Insurance Programs can vary widdy and
have a gnificant third-party impact on HRSA grantees.

In light of the generdly well developed organizationa sructures and functions of State
primary care associations and State rurd hedth associations, HRSA should give
consideration to the potentia for these State associationsto represent adl HRSA grartessar
for HRSA grantees to form State associations by grantee type and then codesce, as
associations, around common issues.  Factors that should be weighed would be: cost-
effectiveness, infradructurd viability, strategic advantages, and comparison with other
optionsfor carrying out the collaborative, concerted action that will berequired a the State
leve.

HRSA should seek a collaborative working task force with HCFA to address the
recommendations/resolutions in this report.

HRSA should initiate an assessment of the nature and extent of HCFA-s willingness to
collaborateinthetrainingand TA, State- based Strategies, and policy devel opment activities
recommended in this report. In fact, HCFA collaboration may very well be essentid for
the successful achievement of many of the recommendations.

HRSA should seek to clarify the HHS policy regarding Afirst dollar/last dollar@ regponghlity
between HRSA:sgrant programs and HCFA:s entitlement programsin order to maximize
the use of HRSA grant dollars for uninsured patients and services not covered by third-
party reimbursement, as appearsto have beentheorigina intent of congressiond legidation
and HHSpoalicy. ThisHHS palicy darification should be transmitted to State governments
and grantees to ensure that there is adequate and appropriate implementation of Federd

policy in this regard.

Given that HRSA often provides grantsto large indtitutional grantees and thet third- party
revenue generated by the grantee may not be targeted for the grantee program that
generated the revenue, HRSA should congder requiring thet the third-party revenue
generated by the grantee program be returned to the program, specificaly as a grant
condition that HRSA monitors for compliance.

HRSA should launch aHRSA-wide research and devel opment effort around itsthird-party
risk-adjusted payment methodology for targeted populations (e.g., HIV/AIDS Bureau
effortsfor HIV/AIDS patients). Thiseffort might be explored collaboratively with AHRQ,
which has expressed some interest in this area.



$ HRSA should establish aminimum third- party rembursement detaset for al itsgranteesin
order to monitor the effectiveness of its third-party enhancement initiatives and o to
assess trends in third-party reimbursement and their impact on grantees at the locdl leve
over time.

$ It would be helpful for HRSA=s individua Bureaus to share relevant information on their
respective policies, procedures, and initiatives regarding third-party rembursement with one
another. Two casesin point arethe Bureau of Primary Hedth CaresAtota budgetl grant
alocation procedures and the HIV/AIDS Bureaurs exploration of Arisk adjustment(l factors
in managed care rate setting.

$ Given the tensons that often emerge in State/locd interaction concerning Medicaid loca
matching dollars, HRSA should identify State Abest practices) that create congruent
incentives for State and locd entities and share these best practices across the country.

Chapter 1V of the report details the recommendations further and should be reviewed to determine
specific Srategies and direction.



Factor 1:

Factor 2:

Factor 3:

Factor 4:

Factor 5:

Factor 6:

Factor 7:

EXHIBIT I-1

SEVEN-FACTOR ANALYSIS WITH PROBLEM AREAS

Third Party Provider Status
Problem 1: Third party provider designation

Patient Eligibility

Problem 2: Inadequate assistance in enroliment
Problem 3: Eligibility barrier
Problem 4: Failure to recognize Medicaid managed care eligibility

enroliment window

Covered Services

Problem 5: Lack of staff certification

Problem 6: Deficient waiver and case management coverage
Problem 7: Services not reimbursed

Problem 8: Nonreimbursable staff

Rates and Costs

Problem 9: Deficient rates

Problem 10: Inadequate cost and charge setting

Problem 11: Deficient Federally Qualified Health Center and Rural
Health Clinic wraparound payments

Billing Systems

Problem 12: Inadequate billing
Problem 13: Lack of billing
Problem 14: Inadequate accounting and recordkeeping

Managed Care Impact

Problem 15: Deficient managed care contracting
Overarching Issues

Problem 16: Unfavorable policy, regulation, legislation

Problem 17: Lack of Medicaid administrative matching
Problem 18: Desproportionate Share Hospital reimbursement



EXHIBIT ES- 2

FREQUENCY OF SITE VISIT FINDINGS
BY PROBLEM AREA

Factor/Problem Area

Number of Sites Out of 27 Studied Where
the Problem Occurred

Provider status/third-party provider designation 12
Eligibility barriers 19
Inadequate assistance in enrollment 8
Patient eligibility barriers 16
Not recognizing eligibility window 2
Covered services: 22
Lack of staff certification 7
Deficient waiver and case management 22
coverage
Services not reimbursed 7
Non reimbursable staff 6
Rates and costs: 21
Deficient rates
Inadequate costs and charge setting 8
Deficient FQHC/RHC around wrap 15
4
Billing systems: 23
Inadequate billing 17
Lack of billing 5
Inadequate accounting and record keeping 18
Managed care impact/deficient managed care contracting 18
Overarching issues: 20
Unfavorable policy, regulation, and legislation 15
State matching issues 9
DSH problems 9




